
 
MEDICAL CRITERIA FOR PROSPECTIVE TIGERS 

 
1.  Individuals with the following medical or physical conditions are excluded from 
participating in a Tiger Cruise. 
 
    a.  Major surgery within six months of embarkation 
 
    b.  Myocardial infarction, heart attack, stroke or other severe cardiac or vascular 
disease within six months of embarkation 
 
    c.  Bone fracture or other disability requiring a cast or use of crutches or a cane 
within four months of embarkation 
 
    d.  History of severe motion sickness/claustrophobia 
 
    e.  Any seizures within the last six months of embarkation 
 
2.  Individuals with any of the following conditions must have a written medical 
clearance from a personal physician clearing that person to participating in a Tiger 
Cruise.  This clearance must be sent to the Tiger’s sponsor for review and approval by 
the ship’s Senior Medical Officer, or dental officer if applicable prior to confirming 
the Tiger’s participation in the cruise.  The ship’s Senior Medical Officer is the final 
medical approval authority for participation in a Tiger Cruise for individuals exhibiting 
the following conditions:  
 
    a.  Angina pectoris or other heart disease 
 
    b.  Insulin-dependent diabetes 
 
    c.  Severe visual impairment 
 
    b.  Hemophilia or HIV-positive 
 
    e.  Dependent on anti-coagulant medications (blood thinners)  
 
    f.  Severe emphysema, asthma or reactive airway disease requiring regular medication 
 

g. Chronic lung disease 
 
    h.  Epilepsy currently requiring medication 
 
    i.  Active communicable diseases, such as tuberculosis and hepatitis 
 
    j.  Any prosthetic surgery or illness/disability, such as severe arthritis, that 
would limit moderate physical activity. 
 
3.  Tigers should be advised of the limited medical treatment facilities aboard and that 
medical evacuation opportunities may not exist. 
 
4.  Tigers are responsible for bringing any medication they require, such as insulin, 
aboard the ship with them. 
 
5.  Tigers, who have a chronic disease or who are under treatment by a physician, should 
carry a copy of that portion of their medical record appropriate to the condition with 
them on the Tiger Cruise. 
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USS JOHN C. STENNIS (CVN 74) 
Medical/Dental Screening Form 

 
Certain medical conditions are not compatible with the aircraft carrier environment and may be beyond the capabilities of the Medical 
Department if medical interventions are required. The information requested below will help us make recommendations to the ship’s 
Commanding Officer concerning which medical conditions are compatible with embarkation aboard the USS JOHN C. STENNIS. 
 
For safety reasons, those who require the use of crutches, canes or wheel chairs or have a medical condition that limits 
their ability to climb three flights of steps without assistance will not be authorized to embark aboard USS JOHN C. 
STENNIS. Additionally, pregnant females are not eligible for embarkation in accordance with current Navy directives. 
 
You are required to bring all of your prescription and over-the-counter (OTC) medications in sufficient quantities to cover your entire 
time aboard the ship. Unfortunately, the Medical Department will only provide emergency medications. 
 
 
 
 
 
 
 
 
 
 
 
 
 

PRIVACY ACT STATEMENT 
 

AUTHORITY:  Department of Defense Regulations 6025.18-R and the Navy Regulations. To record medical data to be used 
to screen potential underway guests onboard USS JOHN C. STENNIS and the assist in providing appropriate medical 
response if medical services are needed.  NOTE: Records may be maintained in both electronic and/or paper form. 
PRINCIPAL PURPOSE:  Screen riders for health risk. 
ROUTINE USES:  None. 
DISCLOSURE:  Disclosure of this information is voluntary: however, failure to provide the requested information may 
impede, delay or prevent further processing of this request.

 
 
 
 
 
 
 
 
 
 
 
 

 
Sponsor’s Name:____________________________________________________________Rank/Rate:______________________ 
                     Last             First                      M.I. 
Dept/Division/Squadron:_________________________________________  Jdial:  ___________________________ 
 
Relationship of Ship rider to Sponsor:_______________________________________________________________ 

 
 
 
 
 
 

 
Ship rider’s Name:_____________________________________________________  Age:____________________________ 
                   Last               First                        M.I. 
 
Birth Date (MM/DD/YYY):__________________________________ Sex (Male/Female):_____________________________ 
 
Phone Number:________________________________email:______________________________________________________ 
 
Physician’s Name and phone number:_______________________________________________________________________ 
 

If Ship Rider is under the age of 18 years, proof of age must accompany the  
screening form (e.g. copy of birth certificate, Dependent ID card). 

 
Check “Yes” to any of the below listed conditions the Ship rider has ever experienced. Include dates of hospitalizations 
and surgeries. Submit additional information on a separate sheet of paper if necessary. Check “No” if the condition does 
not apply. It is important that you complete this form thoroughly. If it is incomplete or if it is not accurately filled 
out, the time spent in obtaining clarification might result in the Ship rider not making the cruise. Letter from your 
physician describing your conditions is appreciated and should be attached. 
 
 
 
 
No   Yes     Cardiovascular Disease               Description of Hospitalization/Treatments/Dates

              Chest pain (Angina) 
Comments:              Angioplasty 

              Heart/valve Disease/Surgery 
              Stroke 
              Carotid Endarterectomy 
              Peripheral Vascular Disease/leg  
              cramps 
              Congestive Heart Failure 
              Hypertension/high blood pressure 
              Shortness of Breath 
              Other 
  
 
 
 
 
 
 
 



 
 
 
 
 
 
No   Yes    Respiratory Disease                  Description of Hospitalization/Treatments/Dates

             Asthma/Reactive Airway 
Comments:             Emphysema 

             Tuberculosis 
             Chronic Lung Disease 
             Lung/Thoracic Surgery 
             Shortness of Breath 
             Dizzy spells/Lightheadedness 
             Oxygen dependent 
             Other 
        (Ship rider cannot be oxygen dependent) 
 
 
 
 
No   Yes    Endocrine Disease                   Description of Hospitalization/Treatments/Dates

             Diabetes 
Comments:             Thyroid 

             Other 
 
 
 
 
             Reflux/Heartburn 

No   Yes    Gastrointestinal Disease             Description of Hospitalization/Treatments/Dates

Comments:             Ulcers 
             Inflammatory Bowel Disease 
             Other 
 
 
 
 
No   Yes    Blood Disorders                       Description of Hospitalization/Treatments/Dates

             Hemophilia 
Comments:             Hepatitis 

             HIV positive 
             Other 
 
 
 
 
No   Yes    Musculoskeletal Disorders             Description of Hospitalization/Treatments/Dates

             Arthritis 
             Limitations or handicaps that restrict Comments:
             Movement or full range of motion 
     (Must be ambulatory and able to climb 
     Three flights of stairs without stopping) 
             Joint Replacement Surgery 
             Other 
      (There are no escalators or access to  
      elevators on the ship) 
 
 
 
 

No   Yes    Any of the Remaining                  Description of Hospitalization/Treatments/Dates

             Epilepsy (If yes, date of last seizure) Comments:
             Renal/kidney disease 
             Gallbladder Disease 
             Liver Disease 
             Migraine Headaches 
             Take anti-coagulation medications 
             (Blood thinning medication) 
             Motion sickness or claustrophobia 
             Any psychiatric condition currently 
             being treated with medication 
             Pregnancy or recent delivery 
             (Within the previous 4 months) 
             Severe tooth or gum problems 
             Fever with cough, runny nose, body 
             aches 
         Other 
 

Allergies: List all of the Ship rider’s allergies, food or drug. (IF NONE, write NONE). 
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Allergy List: 



 
 
Have you been hospitalized, had surgery or seen in the emergency department in the prior three years for 
anything? (If it was discussed above, indicate such). 
 
 
 
 
 
 
 
 
 

Hospitalizations/ER visits: 

 
 
Medications: List all medications you are currently taking, including over-the-counter, herbs, vitamins and supplements. 
 
          Name of Medication               Dosage                  Reason for Taking Medication 
 
_________________________________      _______________   ______________________________________________ 
 
_________________________________      _______________   ______________________________________________ 
 
_________________________________      _______________   ______________________________________________ 
 
_________________________________      _______________   ______________________________________________ 
 
_________________________________      _______________   ______________________________________________ 
 
_________________________________      _______________   ______________________________________________ 
 
 
Date of Ship rider’s last Tetanus immunization: Known(Date):________________________ Unknown:__________ 
 

Any statement from the Ship rider’s personal physician should be attached. 
 

 
 
_______________________________________________________________  _______________       
   Signature of the Adult Ship rider or                                     Date 
   Signature of the Guardian of the Minor Ship rider 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

For USS JOHN C. STENNIS (CVN 74) Medical Department Use Only 
 
Ship Rider is medically cleared:  YES: _____  NO: ____ 
   
 
 
 
 
 
 
______________________________________________________________  _______________       
Signature and stamp of the Senior Medical Officer or designate                        Date 
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JCSNOTE 5050 
 
 

WAIVER OF CLAIM AND CONSENT TO TREATMENT FORM RELATING TO EMERGENCY 
MEDICAL AND DENTAL CARE WHILE EMBARKED IN A U.S. NAVY SHIP 

 
 

I, _____________________________ request permission for myself and/or the minor, 
________________________________, to embark as a guest on board USS JOHN C. STENNIS (CVN 74) for 
a Tiger Cruise transit from __________________  to __________________.  Upon approval, I hereby  
release and discharge the government of the United States of America, the Department of the Navy, 
its officers, successors and assignees, from any and all claims of any nature of kind whatsoever 
that I or my assignees have or in the future may have against any of the aforesaid parties as the 
result of my embarking aboard USS JOHN C. STENNIS (CVN 74).  Knowing the dangers, events, and 
circumstances of the premises, I consciously, knowingly, and voluntarily accept the risk of 
injury or damage to property that may arise. 
 
Further, I hereby consent to all emergency medical or dental treatment which may, in the 
professional judgment of the Medical or Dental Officer of USS JOHN C. STENNIS (CVN 74), become 
necessary while I and/or the above named minor are embarked aboard.  I understand that emergency 
care is treatment to preserve life or prevent further injury, and is the only type of care 
available and authorized for me aboard ship.  Transportation to an extended care facility may be 
required as an adjunct to authorized emergency medical or dental care.  I realize that there is a 
limited range of extended care available on board USS JOHN C. STENNIS (CVN 74) for people with 
chronic or incipient medical problems.  I represent that I do not and/or the above named minor 
does not require extended care.  I understand that if medical or dental care is received, and if 
I or the above minor is not otherwise eligible to receive such care, I may be obligated to 
reimburse the U.S. Government per applicable U.S. Navy instructions. 
 
 
___________________________________  _______________                        
Signature of Adult Tiger or                                       Date 
Guardian of Minor Tiger 
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